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S. Ricci,1* M. Georgiev,2 A. Jawien3 and P. Zamboni41Roma, 2Latina, Italy; 3Bidgoszcz, Poland; and 4Ferrara, ItalyObjective(s). To describe patients presenting with sciatic nerve varices (SNV), presenting pitfalls in diagnosis and
management.
Design. Case series.
Methods. Patients were investigated using duplex ultrasonography pre-operatively in three cases. Treatment was
undertaken both by surgery and by foam sclerotherapy.
Results. Clinically, SNV appeared just below the popliteal skin crease, lateral to the small saphenous vein (SSV). In two
cases SNV occurred alone, in two further cases SNV occurred in conjunction with varices from other sources. Symptoms of
‘sciatic’ pain were present in all.
Foam sclerotherapy (1% Polidocanol) was undertaken in one case with a varix. Complete obliteration of the vein and
resolution of all symptoms was achieved at the 1-month follow-up examination. Surgical management was used in the other
cases.
Conclusion. The sciatic nerve vein follows the fibular saphenous nerve (lying superficial to the fascia in the leg). This nerve
arises from the common peroneal nerve (in the popliteal fossa), and is a major branch of the sciatic nerve. Varices of the
associated vein appear to be the result of a dysplasia. This condition may be more common than is currently recognised.Keywords: Sciatic nerve; Sciatic pain; Non-saphenous varicose veins; Popliteal crease anatomy; Ultrasound anatomy of
popliteal region.Introduction
Sciatic nerve varices (SNV) represent an infrequent
presentation of varicose veins. They are usually not
recognised and may not even be visible on the surface
of the limb. These varices were originally recognised
by phlebography, but are probably more easily
evaluated by modern duplex ultrasonography.Historical Premise
The first author to recognise these varices is Verneuil1
in 1890. In 1988, the French Journal ‘Phle´bologie’
contained a short article by L. Thiery2 discussing the
subject of SNVs. These cause ‘varicose symptoms
without varices’ and sciatalgic pain starting in the
popliteal area radiating to the gluteal region. Thiery
recalls that ‘around 1960’ Dr Maes from Lier, Belgium,
had mentioned these varices. Thiery was able to
observe these veins during lower limb amputationsing author. Professor Stefano Ricci, Corso Trieste 123,
Italy.
: varicci@tiscali.it
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artery and a vein that needed to be transfixed. He
also identified SNV when assisting Dr Maes during
treatment of a patient with venous symptoms without
varicose veins. SSV incompetence was suspected (no
phlebography was then available) and the popliteal
space was explored: the saphenous vein was normal
but the sural nerve was thickened and filled with
varices. The nerve varices were ligated with resolution
of symptoms. SNV were also observed during
phlebography, either as a route of collateral drainage
after deep veins thrombosis (the veins appear very
dilated and connected with the superficial system), or
in subjects with sciatalgic pre-menstrual syndrome
without varices. In one case, there was a dilated SNV
in a plaited or convoluted shape from the foot to the
gluteus.
In 2001, Lemasle et al.3 published an article
describing the anatomical and B-mode aspects of this
varicose vein. A short article by the same author was
also published in 2003.4
In 2001, Labropoulos et al.5 reported nine cases of
SNV observed during research into non-saphenous
varices but did not supply details, other than a
possible sciatalgic symptomatology. We observedEur J Vasc Endovasc Surg 29, 83–87 (2005)
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Fig. 1. The varix may be isolated and scarcely evident.
Fig. 2. Finger compression of the point of ‘disappearance’ of
the varix may evoke the sciatic pain.
S. Ricci et al.84three cases which presented over a short period of
time and which give us the opportunity to report our
personal point of view of this pathology.Material and Methods
Four cases are reported. Two were observed in few
days during venous duplex ultrasound examination
undertaken routinely in the management of
varicose veins. (Caris Plus, 7.5–10 MHz probe).Table 1. Criteria for diagnosis of SNVs syndrome
Clinical B-mode
Constant features
VVs below the popliteal skin crease Small VVs (2–3 mm)
VVs lateral to the SSV Spiral anatomical relat
nerve
Provoked sciatic pain Becoming deeper abov
Occasional features
Few VVs No identifiable supra-
Eur J Vasc Endovasc Surg Vol 29, January 2005Contemporaneously, a further case was observed
during a diagnostic workshop in Bidgoszcz, Poland
(May 2003). Patients were investigated in the standing
position and venous reflux was evoked by a manual
calf compression–relaxation manoeuvre.
All the patients complained of an intermittent
sciatic type pain to the lateral aspect of the leg with
extension to the gluteal region, accompanied by
varicose veins in the same limb. In particular a
postero-lateral varix was identified. We followed it
proximally to the lower thigh and confirmed that it
was incompetent on duplex ultrasonography. One
further case was discovered incidentally duringDoppler
Long reflux (2–3 s)
ionship with a Low velocity
e the popliteal fossa
fascial varicosities Possible coexistence with SSV insufficiency
Incompetent SSV trunk fed by refluxing
SNVs
Fig. 3. A transverse ultrasound image the popliteal area
shows the SNV (right) lying lateral to the SSV, well separated
from it in a similar sub-fascial position.
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which was located high in the thigh.Results
In all cases, the SNVappeared below the popliteal skin
crease, lying laterally to the SSV and always indepen-
dent from it. In two subjects, the SNV was a part of
more diffuse varicose veins, with SSV insufficiency in
two instances. In two cases (Fig. 1), only a small
isolated postero-lateral cluster of varices was visible.
All patients reported a sciatalgic type pain. In the
cases, detected by ultrasonography it was possible to
reproduce the sciatic pain by finger compression of the
varices at their point of descent beneath the fascia
below and laterally to the popliteal skin crease (Fig. 2).
Ultrasound examination showed a superficial
(supra-fascial) vein in the calf, becoming sub-fascialFig. 4. At the thigh level the SNV follows and dissects the
ultrasonography because of thickening of the perineurium (a).
the reflux is long lasting (b). In a longitudinal image the perine
SNV is clear.for a small distance at the popliteal fossa (Fig. 3) and
lying progressively more deeply under the thigh
muscles. Here, it followed the medial edge of the
biceps femoris tendon, in a vertical-median direction,
and always remained independent of the SSV and its
thigh extension which run more superficially.
In all cases the vein was small in diameter (2–3 mm)
and showed venous reflux of long duration lasting 2–
3 s with a low flow velocity (Fig. 4(a) and (b)). The vein
lay within the sciatic nerve and was composed of
multiple channels, which spiralled around the sciatic
nerve. The nerve was easily visible on ultrasound
imaging because of thickening of the neural sheath
and dissection of the nerve fibres (Fig. 4(a)) by the
dilated vessels. These findings were constantly
observed in all the cases.
Table 1 summarises our proposed clinical, B-mode
and Doppler criteria for SNVs diagnosis. In the case,
diagnosed pre-operatively, persisting sciatic pain
provoked by sitting, following recent lumbar discect-
omywas reported by the patient. With the exception of
a small varicose cluster in the distal calf, no other
varicose veins or signs of CVI were visible. Duplex
investigation showed a ‘high’ SSV junction in the
posterior aspect of the mid thigh. At surgery, a
connecting vein joining the incompetent SSV thigh
extension and varicose veins of the common fibular
nerve was found (Fig. 5). High ligation combined with
disconnection of the connecting vein from the SSV
trunk resulted in immediate relief of sciatic pain.
In one case presenting with a small isolated varix,
treatment was undertaken using foam sclerotherapy
(Polidocanol 1%). Follow-up duplex ultrasound exam-
ination showed that the SNV in the thigh had been
closed as well as the varices. This was associated with
resolution of all symptoms. In the case presenting withfibres of the sciatic nerve making its structure visible on
The varicosity has a limited calibre and a ‘cavernous’ aspect;
urium (arrows) and the tortuous intra-nervous course of the
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Fig. 5. Drawing of the anatomy of the nerves in the popliteal area. The varix follows the sapheno-fibular nerve (superficial),
continues in contact with the common fibular nerve (sub-fascial) and further, with the great sciatic nerve (under the muscles).
S. Ricci et al.86varices arising from the SSV, stripping of this vein has
been done. The SNV has not been visualised during
exploration of the popliteal space.Discussion
The vein we describe has a superficial (supra-fascial)
section in the calf, following the course of the sapheno-
fibular nerve (SFN). It has an intra-fascial part at the
popliteal skin crease, following the common fibular
nerve (FN) (from which the SFN takes origin). It has a
sub-muscular part at the thigh that follows the sciatic
nerve (with which the FN joins) (Fig. 5).
In the leg varicose veins may be completely absent,
the pathology being represented by only a small
telangiectatic area as the only evidence of the reflux
(personal case reported by one of the Authors—M.G.)
Three-dimensional spiral computerised tomo-
graphy as described by Uhl3 shows the anatomicalEur J Vasc Endovasc Surg Vol 29, January 2005relationship of the SNV to the sciatic nerve. However,
routine diagnosis of SNV does not require spiral CT
imaging, which may be achieved more reliably using
duplex ultrasonography. The close association
between the vein and nerve suggests a dysplasic
origin of this pathology. Van der Stricht6 supported a
post-thrombotic hypothesis that is unlikely in the cases
we describe.
It is helpful to remember that in normal subjects
tiny deep venous plexuses remain following embry-
ologic involution of the primordial venous vessels
(axial system according to Gillot3) that develop in the
embryo alongside the nerves. These are the ‘sciatic
veins’ that may dilate when collateral venous drainage
is required following a deep vein thrombosis. The
same veins may be connected to the SSV system as was
found in one of our cases.
Nevertheless, the SNV are a distinct and different
pathology, lacking the thrombosis component, arising
within and around the nerve and involving more and
Fig. 6. Varices of the common fibular nerve connected to the
SSV, found during high SPJ dissection, causing ‘unexplained’
sciatic pain.
Sciatic Nerve Varices 87superficial parts of the nervous system. For this reason
maybe the name of ‘Sciatic-Fibular Varices’ could be
more precise.
From a therapeutic point of view, the superficial
varices may be avulsed by phlebectomy with risk of
damage to the sapheno-fibular sensory nerve fibres. A
more extensive surgical approach should be avoided
because of the great risk of damaging the nerve
structures. The sub-fascial and intra-muscular regions
tracts may be treated easily by sclerotherapy, using
low concentrations of sclerosant to avoid inflamma-
tory reaction affecting the nerve. Foam sclerotherapy
(using detergent sclerosants) may have the advantage
of greater proximal diffusion of agents compared to
the liquid sclerotherapy.
Communicating veins filling the SNV from an
incompetent SSV and/or its thigh extension can befound (Fig. 6). Treatment of the SSVand disconnection
of the communicating vessels seems to improve
symptoms arising from SNV filled from this source.Conclusions
SNVs are rare but very precisely defined. The US
picture is very clear and when known, easily recog-
nised. The association of a ‘sciatic’ type pain is
frequently part of the clinical presentation. The pain
may be reproduced by finger compression in the
lateral popliteal area and this can be regarded as a
pathognomonic sign. This source of varices and leg
symptoms may be more common than currently
suspected and should be sought in cases similar the
clinical presentations that we report.References
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